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19th CardioVascular Summit: TCTAP 2014Case Summary:
We describe Trans Radial approach to treat a Superior Mesenteric artery dissecting
aneurysm presenting as acute abdomen and Mesenteric ischemia. Access to the true
lumen was gained by use of smaller catheters and hydrophobic wires. A distal cor-
onary stent (3x40mm) and a proximal self expanding stent (6x40 mm) were deployed
in succession to seal the false lumen and restore perfusion into the intestines. It was
followed by rapid and uneventful recovery.JACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP Abstracts/CASTCTAP C-197
Successful Management of Wandering Stent from the Common Iliac Artery
Masataka Kajiwara, Yoshiaki Shintani
Shin-Koga Hospital, Japan
[Clinical Information]
Patient initials or identiﬁer number:
K.F.
Relevant clinical history and physical exam:
An 84 year-old-man suffered from intermittent claudication (Rutherford 2) in his right
leg. His absolute claudication distance (ACD) was 90 m. His right popliteal artery and
dorsal artery were weakly palpable.
Relevant test results prior to catheterization:
Ankle brachial index (ABI) was 1.03/1.07 (right/left). Post-exercise measurement of
ABI was decreased into 0.79/1.11 with claudication in his right leg. Ultrasonography
showed 77％ diameter stenosis in the right common iliac artery and elevated peak
systolic velocity (PSV) of 3.69 m/sec.
Relevant catheterization ﬁndings:
Angiography showed the stenosis in his right common iliac artery with dissection.
Peak to peak pressure gradient was 19 mmHg.
[Interventional Management]
Procedural step:
We performed endovascular treatment (EVT) with bi-directional approach from
bilateral femoral artery. We selected balloon expandable stent (Express LD 7.0 x
57 mm, Boston Scientiﬁc) for the accurate positioning and the stent was suc-
cessfully placed just proximal of the right common iliac artery. Intravascular ul-
trasound (IVUS) images showed the larger vessel diameter 8.9 mm than the stent
size.
Therefore, we planned to post dilatation. When we tried to pass the stent balloon, un-
fortunately, we pushed the stent strut and the stent slipped distally into aorta. We
managed to pass the device by exchanging for another wire and crossing the outer sheath
through the stent. The stent was successfully pulled back with holding by dilated balloon.
Although the stent wandered back and forth, it could be placed in the accurate position.
And then, self-expanding nitinol stent (S.M.A.R.T. 8.0 x 80 mm, Cordis) was placed
to cover the existing stent not for slipping again. Final angiogram showed that the
stent had good patency without malapposition and the ﬂow to pseudo lumen was
decreased.E/Peripheral Vascular Intervention (Non-carotid, Non-neurovascular) S187
Figure 1. Pre Procedure CT Angio-Long segment total occlusion of descending
Thoracic & Abdominal Aorta with Collaterals.
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19th CardioVascular Summit: TCTAP 2014Case Summary:
We should be careful to deliver the device through the malapposed stent. Holding by
dilated balloon may be a useful method for the slipped stent.
TCTAP C-198
Endovascular Repair of Long Total Occlusion of Thoracic Aorta - Takayasu
Aortatis
Sridhar Kasturi
Sunshine Heart Institute, India
[Clinical Information]
Patient initials or identiﬁer number:
47 years old male
Relevant clinical history and physical exam:
47 years old male admitted on 30-09-2013 with history of sudden onset of acute
paraparesis of both lower limbs with Oliguria, Pufﬁness of face and severe Hyper-
tension which is not undercontrol inspite of taking four Anti-Hypertensive drugs.
Patient underwent two cycles of Haemodialysis for Acute Renal Failure with fall of
Serum Creatinine from 4.8 mg/dl to 2.4 mg/dl with improved urine out put; recently
detected Diabetic status treated with Insulin therapy. Patient is a known Hypertensive
since 7 years, Alcoholic, Diabetic since 3 months.
On examination patient is Conscious, Coherent and well oriented, PR-90/min, Bp-
200/110 mm Hg, CVS-S1+, S2+, S30, S4+, No murmurs, lungs-clear, Both radials
well felt with very feeble both femorals. Both upper limbs-muscle power 5/5, both
lower limbs-muscle power 2/5, Anemia corrected with two units of packed cell
infusion, Planned for Endovascular repair of Aorta.
After Investigations diagnosis of Takayasu’s Aortoarteritis with long segment total
occlusion of Thoracic Aorta after left Subclavian Artery to just above the RenalS188 JACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP AbstractArteries origin was made. CT-surgeon opinion was taken for any surgical correction
but surgery was differed due to underlying Renal disease with long segment Aortic
disease referred for any possibility of endovascular repair.
Relevant test results prior to catheterization:
Investigations-Hb-8 gm%, ESR-65mm/hr, CRP levels-42, S.Cr-1.2mg/dl, Blood urea-
33mg/dl, RBS-78mg/dl, Serum Electrolytes-Sodium-130 meq/L, Potassium-4.1meq/
L, Chloride-86meq/L. HbsAg, HIV and HCV-Negative, EKG-Normal.,2D Echo-No
RWMA, Trivial MR, Normal LV Systolic function, EF-63%, Grade I diastolic
dysfunction, minimal Pericardial Effusion. Colour Doppler Study-Biphasic ﬂow in
both limbs Superﬁcial Femoral Artery, Common Femoral Artery & Popliteal Artery,
Damped monophasic ﬂow in both limbs Tibial Arteries & DPA.
Patient was evaluated with MRI and CT-Angio which revealed Takayasu Aortitis
CT-Aortogram (14-08-2013) ﬁndings suggestive of long segment Thrombus noted
from the distal arch of Aorta, Descending Thoracic Aorta and upper Abdominal
Aorta up to just above the origin of Superior mesenteric artery causing partial
occlusion of descending Thoracic Aorta up to 3.6 cm and complete occlusion of
rest of descending Thoracic aorta and Abdominal Aorta. Rim of Intimal Calciﬁ-
cation noted in the descending Thoracic Aorta. Multiple diffuse superﬁcial Col-
laterals arising from the Internal mammary arteries and Inferior Epigastric Arteries,
External Iliac Arteries. Distal part of Celiac Plexus is normal with occlusion at the
origin. Right kidney normal in size 84mmX35mm, Left kidney normal in size
88mmX29mm.
MRI-Aortogram (14-08-2013) ﬁndings suggestive of Aortogram ﬁndings suggestive
of long segment Thrombus noted from the Distal Arch of Aorta, Descending Thoracic
Aorta and upper Abdominal Aorta up to just above the origin of Superior mesenteric
Artery causing partial occlusion of Proximal Descending Thoracic Aorta and complete
occlusion of rest of Descending Thoracic Aorta and Abdominal Aorta.
Relevant catheterization ﬁndings:
Antigrade puncture of left brachial artery was done, Aortic arch Angiogram was done
using 6 Fr. Sheath and 6Fr Pig tail catheter which showed total Occlusion of
Descending Thoracic Aorta just below the left Subclavian Artery origin.
6Fr Sheath was inserted through Left Femoral Artery route, check angio of Abdominal
Aorta was taken with 6Fr Pig tail catheter which showed total Occlusion of
Abdominal aorta just above the both Renal Arteries.
[Interventional Management]
Procedural step:
Initial attempts to cross long segment lesion with Terumo,Amplatz wires failed, ﬁnally
long segment of totally Occluded Thoracic and upper Abdominal Aorta was crossed
with Shinobi wire using 2.0mmX12mm Balloon support by careful inch by inch
advancement of balloon and Shinobi wire together, Serial balloon dilatations were
carried out with 2.0mmX12mm, 3.0mmX38mm, 4mmX32mm and 7.0mmX40mm
Balloons. Shinobi wire Exchanged with 0.032” Amplatz guide wire over which Pigtail
catheter was introduced, injection showed diffusely diseased Thoracic & Abdominal
aorta. Redilatations were done with 12mmX40mm Advance 35LP PTA balloon. Two
14mmX80mm Zilver 635 Vascular Stent (Self-Expandable) deployed in Descending
Thoracic Aorta Extending from Proximal site just Distal to left Subclavian Artery
origin to Distal Thoracic Aorta with minimal overlap of the stents. Another
14mmX50mm Zilver 635 Vascular Stent (Self-Expandable) was deployed Distal to
second Stent extending up to Abdominal Aorta just above the Renal Arteries. Post
dilatation done with 15mmX25mm Advance 35LP PTA balloon at 6-8 atms. Post
Aortoplasty with Stenting Angio showed well Expanded 3 Stents with good Antigrade
ﬂow. The ﬁnal result was good without any complications. Pre Aortoplasty pressures-
Upper limb BP - 240/120 mmHg, Lower limb BP - 90/60 mmHg, Post Aotoplasty
pressures-Upper limb BP - 140/80 mmHg, and lower limb BP - 130/80 mmHg with no
signiﬁcant gradient after Aortoplasty.s/CASE/Peripheral Vascular Intervention (Non-carotid, Non-neurovascular)
